Meconium stained of amniotic fluid is considered a sign of fetal compromise because of its direct correlation with fetal distress and increased likelihood of meconium aspiration with resultant deleterious effects on the neonatal lungs.
It was found that 286 cases of meconium stained amniotic fluid constitute (4.8%) of 5965 total live births. and incidence of meconium aspiration syndrome was (4.5%) from total meconium stained amniotic fluid (286). It usually occurs in term and post-term babies, meconium aspiration syndrome was more common in males than females (1.4:1), whereas emergency cesarean section was important factor to decrease severity or prevent meconium aspiration syndrome. Thick meconium was more risky than thin. There is little protective effect of oropharyngeal suction on meconium aspiration syndrome.
Three neonates died because of meconium aspiration syndrome because of respiratory failure and pneumothorax. Mortality was about 23%from total meconium aspiration syndrome cases; while 1% from total meconium stain amniotic fluid.
Conclusion:
Thick meconium is associated with low apgar score and higher morbidity but not mortality than thin meconium. Wiping of face had same efficacy of oropharyngeal suction. It seems that prompt cesarean section acts as important factor to decrease severity or prevent meconium aspiration syndrome. Tracheal intubations and suction is very valuable management in depressed baby in reducing morbidity and mortality of MAS.
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Introduction:
Meconium stained amniotic fluid (MASF) is primarily a disease of term and post term babies (1, 2) . It occurs in 10%-15% of live births (3, 4) and is rarely seen prior to 37 wk of gestation. It occurs in more than 30% of pregnancies passed 42 wk of gestation (3) . In utero, meconium passage results from vagal stimulation from head or cord compression resulting in fetal hypoxic stress, and causing peristalsis and relaxation of rectal sphincter leading to meconium passage (1, 5, 6, 7) . Stressed preterm infants during labor seldom pass meconium in utero, because the motility of intestine is decreased and anal sphincter does not usually relax (1, 2, 6, 8) . Severe fetal asphyxia and acidosis may cause UNDER PEER REVIEW 3 meconium aspiration prenatally, because of gasping. But more often meconium is aspirated into lung immediately after delivery (5, 6, 7) . Five to thirty three percent of MSAF develop respiratory symptoms and radiographic changes of meconium aspiration syndrome (MAS) (3) . MSAF in preterm labor strongly suggest listeriosis infection (1, 9, 10) .
Aim of the study:
1. To find out the frequency of MSAF among the live births and incidence of MAS among all the identified MSAF during the period of the study.
2.
To identify the risk factors in pregnancies leading to MSAF.
3. To study types of therapies and various complications associated with MSAF and the effects on perinatal outcome.
Patients & Methods:
A cross sectional study carried out at Al-Yarmouk Teaching Hospital; during the period from 1 st of December 2009 to 31 st of May 2010. The data was collected retrospectively from the obstetrics and neonatal care unit's archives for total deliveries in this period.
Inclusion criteria of MSAF cases were; gestational age (GA) of 30-40 wk, presence of meconium stained skin, umbilical cord or meconium in the trachea at birth.
Inclusion criteria of MAS cases were; 1. History of MSAF exposed neonate. 
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Full clinical examination was done including; assessment of GA, sex, birth weight, mode of delivery, fetal presentation (cephalic, breech), Apgar score, method of resuscitation needed including wiping of face, oropharyngeal suction and endotracheal intubation and type of meconium (thin, thick).
History of risk factors e.g. maternal disease (pregnancy induced hypertension and diabetes mellitus), prolonged difficult labor, maternal age and parity, antenatal care (ANC) was studied.
Type of treatment including antibiotics use and complication were recorded. All neonates had CXR as part of their investigation.
A standardized data sheets were prepared to involve information above. Statistical analysis was carried out utilizing the Chi square and p value (significance) for how many of MSAF developed complication as MAS, * Significant using Pearson Chi square Tests (P<0.05).
Results:
Total number of live birth deliveries was 5965, MSAF cases were 286(4.8%), MAS cases among MSAF were 13(4.5%) and MAS cases among total live deliveries were 13(0.18%).
Discussion
The occurrence of MSAF was 286 case (4.8%) of total live births during the study period, while MAS was 13case (4.5%) of total MSAF patients. The estimated proportions were approximate to (4.7%) reported by Steven L, et al. (11) and Y van Ierland, et al. (12) , but less than (12.9%) reported by Bhat R. (13) . The disparity of proportions may be attributed to the differences between countries concerning the antenatal care. (14) Males were more affected than females in both groups (MSAF and MAS), male to female ratio was 1.4:1 in MSAF group, and 1.6:1 in MAS group, however the sex difference was not statistically significant, similar results were reported by Y van Ierland et al. (12, 13) who found it 1.3:1in MSAF group and 1.5:1 in MAS group and Dargaville PA et al (14) . But Coltart T. M et al (15) found a significant difference in his study 1.8:1 in MAS group than 2.8:1 in MSAF group.
Out of the total number of deliveries with MSAF (286), mature babies were (91%), post mature (5.6%) and premature in (3.5%), which means that its a disease of maturity as proved by Singh BS, Halliday HL and Y van Ierland (3, 4, 12) , who found MSAF was about (88%), (8%) and (4%) in mature babies, post mature and premature respectively.
Mode of deliveries had a great effect on lowering the rate of MAS in MSAF patients, in our study results revealed that (199) of total vaginal deliveries with MSAF, 10 cases (5%) of MAS was developed, while (87) of caesarian deliveries with MSAF, three cases (3.4%) only of MAS were developed, therefore it was an important factor to decrease severity or prevent meconium aspiration syndrome. The results were consist to Miller F.C and Wiswell TE (16, 17) . It was only 3% of MAS developed in total MSAF cases.
Aspiration of thick meconium had great effect on lowering the Apgar score of the neonates, thus making resuscitation more difficult and increase mortality rate. The finding in this study of 29 cases with MSAF, six had MAS was in agreement with Acosta R. (5) , Yong Y.P. et al. (18) and Y van Ierland (12) . Unfortunately the method aminoinfusion (infusion of normal saline into amniotic cavity to dilute thick amniotic fluid) infusion was not used in this hospital, which may be of benefit (13, 19, 20) .
Chronic in-utero insult may be responsible for most cases of severe MAS, therefore maternal diseases, poor antenatal care, prolong labor, parity and abnormal presentation were important risk factors for MAS, but statically not significance except for abnormal presentation, this was proved by Dargaville PA (14) , Miller F.C (16) and Urbaniak-K.J (21) .
There was no significance differences between types of resuscitation ,wiping of face and oropharyngeal suction before delivery of shoulders of 286 babies with MSAF [five cases (3.8%) developed MAS after wiping of face, while six cases (4.3%) developed MAS after oropharyngeal suction], this was confirmed by our study, but tracheal intubation and suction was very valuable in the resuscitation of depressed baby and reducing morbidity. Similar results were reported by 8 Figure 4 : The relation between mode of resuscitation and meconium aspiration syndrome. Unfortunately the method aminoinfusion (infusion of normal saline into amniotic cavity to dilute thick amniotic fluid) infusion was not used in this hospital, which may be of benefit (13, 19, 20) .
There was no significance differences between types of resuscitation ,wiping of face and Whitfield JM (20) , Urbaniak KJ (21) , Nestor E Vain et al. (22) and Kattwinkel J (23) , Nestor E Vain et al (24) and Ting P. (25) [4% MAS developed after wiping of face while 5% MAS after oropharyngeal suction].
Results of present study showed that three neonates (23%) had developed pneumothorax, they were managed properly by surgical intervention and one of them died. Three neonate had developed acute respiratory failure(23%) associated with repeated hypoxic fit (15%) and two of them were dead ;therefore the most common causes lead to death were pneumothorax, seizures and respiratory failure. The mortality was 3 neonate (23%) out of total MAS, while (1%) from total MSAF. These finding were also proved by. Bhat R. (13) . (1.3%) and Acosta R. (5) , but Coltart T.M. et al. (15) in his study found that mortality rate was (8.3%).
Conclusions
1. MSAF is a neonatal problem causing morbidities and mortality among neonates.
2. Maternal diseases, prolonged labor, poor antenatal care are important risk factors for MSAF and MAS 3. Thick meconium is associated with low apgar score and higher morbidity but not mortality than thin meconium. 4. Wiping of face had same efficacy of oropharyngeal suctioning. 5. Prompt cesarean section acts an important factor to decrease severity or prevent meconium aspiration syndrome whenever fetal distress was diagnosed early.
Tracheal intubation and suction is very valuable management in depressed baby of MAS to
reducing its morbidity and mortality rate. 
